Objective: This study evaluated the potential impact of proposed DSM-5 diagnostic criteria for autism spectrum disorder (ASD). Method: The study focused on a sample of 933 participants evaluated during the DSM-IV field trial; 657 carried a clinical diagnosis of an ASD, and 276 were diagnosed with a non-autistic disorder. Sensitivity and specificity for proposed DSM-5 diagnostic criteria were evaluated using field trial symptom checklists as follows: individual field trial checklist items (e.g., nonverbal communication); checklist items grouped together as described by a single DSM-5 symptom (e.g., nonverbal and verbal communication); individual DSM-5 criterion (e.g., social-communicative impairment); and overall diagnostic criteria. Results: When applying proposed DSM-5 diagnostic criteria for ASD, 60.6% (95% confidence interval: 57%-64%) of cases with a clinical diagnosis of an ASD met revised DSM-5 diagnostic criteria for ASD. Overall specificity was high, with 94.9% (95% confidence interval: 92%-97%) of individuals accurately excluded from the spectrum. Sensitivity varied by diagnostic subgroup (autistic disorder ϭ 0.76; Asperger's disorder ϭ 0.25; pervasive developmental disorder-not otherwise specified ϭ 0.28) and cognitive ability (IQ Ͻ 70 ϭ 0.70; IQ Ն 70 ϭ 0.46). Conclusions: Proposed DSM-5 criteria could substantially alter the composition of the autism spectrum. Revised criteria improve specificity but exclude a substantial portion of cognitively able individuals and those with ASDs other than autistic disorder. A more stringent diagnostic rubric holds significant public health ramifications regarding service eligibility and compatibility of historical and future research. J. Am. Acad. Child Adolesc. Psychiatry, 2012;51(4):368 -383.
A utism spectrum disorders (ASDs) are one of the most common neurodevelopmental disorders, with an estimated prevalence of 1 in 110 children. 1 Estimates from individual epidemiological studies have ranged as high as 2.64%, 2 raising public concerns about an autism "epidemic." 3 Although current estimates represent an increase from prior estimates, the nature of this change is unclear. Multiple factors other than a true increase in incidence likely influence this number: greater recognition due to growing public and professional awareness of ASDs, use of the label in educational settings to establish service eligibility, and a broadening of the diagnostic construct beyond strictly defined autistic disorder. 4 Changes in diagnostic criteria have also played a role. For example, inclusion of Asperger's disorder in DSM-IV 5 likely contributed to subsequent impressions of increased prevalence by encouraging explicit identification of higher-functioning children with significant social disabilities whose language, in many respects, was less impaired than in classic autism. 6 Considering the possibility that increased prevalence reflects improved recognition and increased awareness, higher prevalence might indicate that individuals likely to benefit from intervention are being identified and provided access to therapeutic services. 7 The current DSM diagnostic taxonomy 8 places ASDs in the category of pervasive developmental disorders (PDDs). The class of PDDs includes five disorders, with the term "ASD" applied to autistic disorder, Asperger's disorder, and pervasive developmental disorder-not otherwise specified (PDD-NOS), excluding Rett's syndrome and childhood disintegrative disorder. Diagnosis of autistic disorder requires a minimum of six behavioral criteria, at least two from the domain of social impairment and one from each of the other two areas of impairment (communication and restricted, repetitive behaviors). Contrasting the disorder with more general intellectual impairment, these social and communicative deficits are considered with respect to overall developmental level. Asperger's disorder is identical to autistic disorder in terms of requiring at least two symptoms from the social domain and at least one from the stereotyped behavior domain. Asperger's disorder differs from autistic disorder in three regards: omission of diagnostic criteria in the communication domain; absence of a requirement for onset before age 3 years; and addition of criteria specifying harmful dysfunction, absence of a language delay, and absence of deficits in cognitive development or non-social adaptive function. Furthermore, a precedence rule indicates that, to meet criteria for Asperger's disorder, one cannot meet criteria for another specific PDD. 9 PDD-NOS denotes a sub-threshold form of autism, or a manifestation of PDD that is atypical in terms of onset patterns or symptomatology such that defining features of other PDDs are not met. Diagnosis requires that the individual exhibit autistic-like social difficulty along with impairment in either communication or restricted/repetitive interests or behaviors. 10 Various diagnostic approaches have been adopted in editions of the DSM since the first official recognition of autism in DSM-III 11 ; before that time, the term "childhood schizophrenia" was used very broadly to encompass a range of conditions, including autism. Official recognition of autism as a category in 1980 significantly advanced research, as did the adoption of an explicitly phenomenological and atheoretical approach to diagnosis. 12 The DSM-III applied a monothetic approach (i.e., an individual must meet all diagnostic criteria) and consequently focused primarily on classic autism as manifest in more severely affected or younger individuals. A developmental orientation was introduced in DSM-III-R 13 with a polythetic criteria set (i.e., individuals must meet only a subset of a range of criteria), which also broadened the diagnostic concept. [14] [15] [16] [17] The modifications in DSM-IV 5 more directly addressed cognitively able individuals with social disability. The diagnostic validity of ASD subtypes in the DSM-IV/ICD-10 system has been challenged, 18, 19 but the current approach has been highly effective in fostering research. 20 The DSM-5 is anticipated for release in 2013, and proposed diagnostic criteria have been circulated for comment. 21 In this new approach, diagnostic subcategories would cease to exist in lieu of a single broad category of ASD, which would replace the term "PDD." In addition to altering the taxonomic structure of the autism spectrum, proposed changes would alter the diagnostic construct of ASD itself. The traditional triad of symptom domains (i.e., social, communication, and atypical behaviors) would be reduced to two domains by combining social and communication symptoms into a single area (social/communicative deficits). A second category, restricted, repetitive behaviors, interests, or activities, (RRB), would include sensory abnormalities currently omitted from DSM-IV-TR criteria. In contrast to current polythetic criteria for social and communicative function, DSM-5 would readopt a monothetic approach that would require meeting all of the social-communicative criteria. A polythetic approach would remain for RRB criteria, requiring two of four symptoms be present; this differs from current criteria, which require only a single RRB symptom for Asperger's disorder and autistic disorder and do not require any RRB symptoms for a diagnosis of PDD-NOS. The proposed DSM-5 rubric also includes a universal onset criterion (i.e., symptoms present in "early childhood" although they may not "become fully manifest until social demands exceed limited capacities"), previously included only for autistic disorder. A new, related diagnosis, social communication disorder (SCD), is also proposed for inclusion in DSM-5. 22 This disorder, mutually exclusive with ASD (i.e., children meeting criteria for ASD are ruled out), will be defined by impairment of pragmatics and observed difficulties in social applications of verbal and nonverbal communication in naturalistic contexts. These difficulties must be judged to impair social relationships and comprehension, and must not be attributable to problems with word structure, grammar, or general cognitive ability. To qualify for a diagnosis, social communication difficulties must have a detrimental impact on communication, social involvement, academic achievement, or occupational performance, and symptoms must be present in early childhood, although they may not developmentally manifest until social expectations exceed limited capacities. SCD is largely consistent with a DSM-IV-TR conceptualization of PDD-NOS absent RRB symptoms. These changes have been enacted in response to longstanding criticism of the reliability and robustness of DSM-IV-TR diagnostic subtypes and an emphasis on objectivity of diagnosis rather than clinical judgment. 23, 24 By reducing the metric of diagnosis to the level of the autism spectrum, the diagnostic rubric will arguably be more appropriately matched to existing psychometric standards, permitting reliable and valid differentiation of ASD from typical development and other developmental and psychiatric disorders and representing the commonality among ASDs as a single diagnostic category. 21 Several potential difficulties with this approach have been raised. Given the relatively short period of time in which current diagnostic subtypes have existed, weakness in these diagnostic constructs might be resolved with additional time for study. 25 It has also been argued that, despite limitations in inter-rater reliability, diagnostic subtypes remain clinically useful; in this regard, diagnostic criteria might be refined to better characterize, rather than ignore, nuanced distinctions in social motivation, nature of circumscribed interests, communicative style, and overt age of onset. 6 Omission of diagnostic subtypes, such as Asperger's disorder, may be pragmatically and socio-emotionally detrimental to individuals carrying the diagnosis and their families. 26 Finally, as has been the case with previous revisions of the DSM, diagnoses issued according to current criteria would, in some cases, differ from those based on proposed criteria, reducing the comparability of future studies with prior research. This has the potential to complicate interpretation of the massive quantity of research on autism and related conditions published according to DSM-IV and ICD-10 criteria. 27 The revised diagnostic criteria may also fundamentally alter the composition of the autism spectrum. Given changes to actual symptom descriptions and to the constellation and quantity of symptoms required for diagnosis, it is possible that the autism spectrum would represent a different population of individuals. For example, inclusion of sensory behaviors in the rubric might enable inclusion of additional individuals with sensory symptoms that had been excluded according to DSM-IV-TR. Conversely, with the change to monothetic social-communicative criteria (versus polythetic) and two RRB symptoms required for diagnosis (versus none), it is possible that some individuals currently meeting criteria would not meet diagnostic criteria for DSM-5. In both cases, the public health ramifications are considerable. Expanding diagnostic boundaries would further stretch limited therapeutic resources, and reducing the number of individuals in the general population who meet criteria for ASD could result in lost eligibility for service among individuals who stand to benefit. In the current study, we examined the sensitivity and specificity of DSM-5 diagnostic criteria and the potential impact on prevalence rates using available data from the DSM-IV field trial. 28 
METHOD
The data for the analyses in this study were obtained from the multisite field trial of the DSM-IV. 28 In the context of the field trial, 977 patients were evaluated for possible PDD. This re-analysis focused on 933 cases, omitting individuals diagnosed with non-autistic PDDs (Rett's disorder, n ϭ 13; childhood disintegrative disorder, n ϭ 16), as well as individuals with missing data required for the present analyses (n ϭ 15). Characteristics of the sample are presented in Table 1 . The sample included 657 individuals who received a clinical diagnosis of an autism spectrum disorder (autistic disorder, n ϭ 450; Asperger's disorder, n ϭ 48; PDD-NOS/atypical autism, n ϭ 159) and a comparison sample of 276 individuals who received a clinical diagnosis other than ASD (mental retardation, n ϭ 129; developmental language disorders, n ϭ 86; childhood schizophrenia n ϭ 9; "other disorders," n ϭ 52). Consistent with the skewed sex ratio characteristic of ASD, ASD and non-ASD groups differed in terms of gender ( 2 (1) ϭ 17.7, p Ͻ .001) but were comparable in terms of age (t (931) ϭ 0.57, p Ͼ .05) and IQ ( 2 (5) ϭ 10.0, p Ͼ .05). Both groups represented a wide age span, with the ASD group ranging from 12 months to 43 years, 5 months, and the non-ASD group ranging from 12 months to 39 years, 5 months.
In the context of the field trial evaluations, 125 clinicians across 21 international sites evaluated cases to assign a clinical diagnosis. Each clinician also completed an extensive symptom checklist (61 items) encompassing DSM-III 11 and DSM-III-R 13 criteria, as well as the proposed diagnostic criteria for ICD-10 ificity, being highly consistent with the ICD-10 criteria that were current at that time. 30 There was also strong interclinician agreement ( ϭ 0.95) on whether or not individuals met clinical diagnosis for a PDD. 31 The DSM-IV criteria set developed in the field trial had sensitivity of 0.93 and specificity of 0.78 for autism; additional methodological details regarding data acquisition are provided in the original study. 28 For the current study, we developed an algorithm using individual items from this symptom set to correspond to the proposed DSM-5 diagnostic criteria for ASD. In developing this algorithm, all authors (two of whom are expert diagnosticians in ASD) developed a conceptual approach to select items that most closely matched proposed DSM-5 criteria in terms of both symptom constructs and wording and that were consistent with actual diagnostic practice, in which clinicians judge correspondence among observed or reported behaviors and a finite symptom set, to base the diagnostic algorithm on these specific items (rather than an exhaustive and redundant list of any and all of the 61 checklist items that could possibly correspond to a particular DSM-5 symptom). Having established these principles, each author independently selected items from the checklist to correspond to DSM-5 criteria, and all authors met as a group to develop a consensus algorithm (Tables 2 and 3 ). For five proposed DSM-5 diagnostic criteria, multiple field trial symptom checklist items were required to ensure that the construct was adequately represented (i.e., proposed DSM-5 criteria A1, A3, B1, B2, and C). In all of the instances that multiple checklist items were included, it was required that the case had any one of the items to meet the criteria. For the third proposed DSM-5 criterion (C), "Symptoms must be present in early childhood (but may not become fully manifest until social demands exceed limited capacities)," an onset of 36 months was applied. For the symptom checklistderived algorithm, we determined sensitivity and specificity for (a) individual field trial checklist items (e.g., nonverbal communication), (b) checklist items grouped together as described by a specific symptom criterion (e.g., nonverbal and verbal communication), (c) symptom domain criterion (e.g., social-communicative impairment), and (d) overall diagnostic criteria. Sensitivity was calculated as the proportion of individuals with a clinical diagnosis of ASD meeting criteria according to the diagnostic algorithm, i.e., the proportion of true positives. Specificity was calculated as the proportion of individuals who did not carry a clinical diagnosis of ASD and did not meet criteria according to the diagnostic algorithm, i.e., the proportion of true negatives. 
RESULTS
Sensitivity and specificity for the DSM-5 algorithm are displayed in Table 2 , with 95% confidence intervals (CI) displayed in Table 4 . Based on DSM-5 diagnostic criteria for ASD, 398 of 657 clinically diagnosed cases (60.6%; 95% CI ϭ 57%-64%) met the proposed criteria for ASD, with 259 cases (39.4%) failing to meet diagnostic threshold. In terms of specificity, the proposed DSM-5 criteria accurately excluded 262 of 276 individuals (94.9%; 95% CI ϭ 92%-97%). Exploratory analyses were conducted to examine potential discrepancies between individuals carrying a clinical diagnosis of ASD who met or failed to meet DSM-5 criteria. The proportion of individuals (274 of 393 cases, or 69.7%) with lower cognitive ability (i.e., IQ Ͻ 70) meeting DSM-5 criteria was significantly higher than the proportion of individuals (109 of 237 cases, or 46.0%) with higher cognitive ability (i.e., IQ Ն 70) meeting DSM-5 criteria ( 2 (1) ϭ 34.9, p Ͻ .001; 27 individuals with missing IQ data were excluded from this analysis). There were also significant discrepancies in cases meeting DSM-5 diagnostic criteria across clinical diagnoses ( 2 (2) ϭ 138.3, p Ͻ .001); 341 of 450 (75.8%) of cases with a clinical diagnosis of autistic disorder, 12 of 48 (25%) of cases with Asperger's disorder, and 45 of 159 (28.3%) of cases with PDD-NOS or atypical autism met proposed DSM-5 diagnostic criteria for ASD. Those meeting and failing to meet proposed DSM-5 ASD diagnostic criteria were comparable with respect to chronological age (mean ϭ 9.15, SD ϭ 6.92; mean ϭ 9.14, SD ϭ 6.85, respectively; t(654) ϭ 0.02, p ϭ .98) and sex ratio (60.4% of males and 63.2% of females met diagnostic criteria; 2 (1)ϭ 0.30, p ϭ .59). Most individuals failing to meet the DSM-5 diagnostic criteria did so because of a failure to meet the social communication criterion (27%) and/or the RRB criterion domain (22%); all but 3% met the onset criterion. To examine the effect of the monothetic versus polythetic approach used for this criterion, we calculated the proportion of individuals who would meet a polythetic threshold for the social-communication domain. If two of three social communication symptoms (instead of all three) were required, overall sensitivity would increase from 0.61 to 0.75 (specific sensitivity for Autistic Disorder, Asperger's Disorder, and PDD-NOS would be 0.84, 0.52, and 0.55, respectively), with a corresponding decrease in specificity from 0.95 to 0.85. To examine the effect of the requirement of at least two RRB symptoms (not required in DSM-IV-TR), we computed the proportion of cases that would meet DSM-5 diagnostic criteria if one or no RRB was required. If one RRB symptom were required, sensitivity would increase from 0.61 to 0.71 (specific sensitivity for autistic disorder, Asperger's disorder, and PDD-NOS would be 0.85, 0.31, and 0.40, respectively), with a corresponding decrease in specificity from 0.95 to 0.91. If no RBB symptoms were required, sensitivity would increase from 0.61 to 0.72 (specific sensitivity for autistic disorder, Asperger's disorder, and PDD-NOS would be 0.86, 0.38, and 0.42, respectively), with a corresponding decrease in specificity from 0.95 to 0.88. With a polythetic threshold for social-communication (two of three criteria) and requirement of one RRB symptom, sensitivity would increase from 0.61 to 0.91 (specific sensitivity for Autistic Disorder, Asperger's Disorder, and PDD-NOS would be 0.97, 0.77, and 0.77, respectively) with a corresponding decrease in specificity from 0.95 to 0.75. Finally, if two social-communication criteria and no RRB symptoms were required (corresponding to the most lenient requirements for PDD-NOS according to DSM-IV-TR criteria), sensitivity would increase from 0.61 to 0.94 (specific sensitivity for autistic disorder, Asperger's disorder, and PDD-NOS would be 0.98, 0.88, and 0.81, respectively) with a corresponding decrease in specificity from 0.95 to 0.67.
Given the marked discrepancy in sensitivity between individuals with cognitive impairment (69.7% meeting criteria) and individuals with normative cognitive abilities (46% meeting criteria), we repeated the above analyses on the cognitively able subgroup (IQ Ն 70, n ϭ 237 with PDD and n ϭ 129 without PDD). Sensitivity and specificity for the DSM-5 algorithm for this subgroup are displayed in Table 3 , with 95% confidence intervals displayed in Table 4 ). Based on DSM-5 diagnostic criteria for ASD, 109 of 237 clinically diagnosed cases (46%) met the proposed criteria for ASD, with 128 cases (54%) failing to meet diagnostic threshold. In terms of specificity, DSM-5 criteria accurately excluded 126 of 129 individuals (98%). There were also significant discrepancies in cases meeting DSM-5 diagnostic criteria across clinical diagnoses ( (Table 2) IQ > 70 (Table 3 (Table 2) IQ > 70 (Table 3 Most individuals failing to meet the DSM-5 diagnostic criteria did so because of a failure to meet the social communication criterion (42%) and/or the RRB criterion domain (29%); all but 5% met the onset criterion. To examine the effect of the monothetic versus polythetic approach used for this criterion, we calculated the proportion of individuals that would meet a polythetic threshold for the social-communication domain. If two of three social-communication symptoms (instead of all three) were required, overall sensitivity would increase from 0.46 to 0.67 (specific sensitivity for autistic disorder, Asperger's disorder, and PDD-NOS would be 0.81, 0.53, and 0.53, respectively), with a corresponding decrease in specificity from 0.98 to 0.93. To examine the effect of the requirement of at least two RRB symptoms (not required in DSM-IV-TR), we computed the proportion of cases that would meet DSM-5 diagnostic criteria if one or no RRB was required. If one RRB symptom were required, sensitivity would increase from 0.46 to 0.54 (specific sensitivity for autistic disorder, Asperger's disorder, and PDD-NOS would be 0.79, 0.31, and 0.31, respectively), with a corresponding decrease in specificity from 0.98 to 0.96. If no RBB symptoms were required, sensitivity would increase from 0.46 to 0.56 (specific sensitivity for autistic disorder, Asperger's disorder, and PDD-NOS would be 0.79, 0.38, and 0.31, respectively), with a corresponding decrease in specificity from 0.98 to 0.95. With a polythetic threshold for social-communication (two of three criteria) and requirement of one RRB symptom, sensitivity would increase from 0.46 to 0.85 (specific sensitivity for autistic disorder, Asperger's disorder, and PDD-NOS would be 0.97, 0.76, and 0.72, respectively) with a corresponding decrease in specificity from 0.98 to 0.82. Finally, if two social-communication criteria and no RRB symptoms were required (corresponding to the most lenient requirements for PDD-NOS according to DSM-IV-TR criteria), sensitivity would increase from 0.46 to 0.89 (specific sensitivity for autistic disorder, Asperger's disorder, and PDD-NOS would be 0.99, 0.87, and 0.76, respectively) with a corresponding decrease in specificity from 0.98 to 0.74.
DISCUSSION
The current study examined the impact of the proposed changes to the diagnostic criteria for ASD in DSM-5. We focused on 933 cases referred for evaluation for the presence of a PDD in the DSM-IV field trial. From this sample, we contrasted 657 who had been clinically diagnosed with an ASD and a comparison sample of 276 individuals who received a clinical diagnosis not on the autism spectrum. From 61 individual checklist items rated by these field trial evaluators, we created an algorithm analogous to proposed DSM-5 criteria, and we determined the proportion of individuals likely to meet criteria for individual DSM-5 symptom items, domain criteria, and overall diagnosis. This re-analysis indicated that, based on proposed DSM-5 criteria, 60.6% of individuals clinically diagnosed with an ASD in the field trial would continue to meet DSM-5 criteria but that 39.4% would no longer meet diagnostic criteria. DSM-5 criteria, however, showed excellent specificity, accurately excluding 94.9% who did not receive a clinical diagnosis of ASD. Cases meeting or failing to meet DSM-5 criteria were comparable in terms of chronological age and sex but discrepant with respect to cognitive ability and ASD diagnostic subgroup. Individuals with intellectual disability were more likely than cognitively able individuals to meet DSM-5 criteria (69.7% and 46.0%, respectively). Individuals clinically diagnosed with autistic disorder were more likely to pass the DSM-5 diagnostic threshold than those with Asperger's disorder or PDD-NOS (75.8%, 25.0%, and 28.3%, respectively).
The modifications proposed to diagnostic criteria for ASD appear to result in a more stringent diagnostic threshold. According to the proposed criteria, cognitively able individuals and those with ASDs other than autistic disorder would be less likely to receive a diagnosis on the autism spectrum. The proposed change to a spectrum approximates a diagnostic construct closer to classic autism. There also exist fewer ways to arrive at diagnostic threshold, with DSM-5 ASD offering 11 combinations of criteria and DSM-IV Autistic Disorder offering 2,027 combinations. From the group of individuals clinically diagnosed with ASD in the field trial, less than one-half of those with average cognitive abilities and approximately one-fourth of individuals with Asperger's Disorder or PDD-NOS would continue to meet diagnostic threshold according to DSM-5 criteria. This ostensible reduction in sensitivity is accompanied by very strong specificity, with nearly all individuals carrying non-ASD clinical diagnoses being accurately classified. This change in diagnostic criteria may address a criticism of prior systems that have broadened the spectrum and been associated with increased prevalence rates. 32 With regard to both changes in sensitivity and specificity, current analyses suggest considerable public health impact of revised criteria, either alleviating burden on the service system by reducing overdiagnosis and misdiagnosis or potentially denying individuals with subthreshold disability eligibility for services based on an ASD diagnosis.
Exploratory analyses indicated that the observed changes in sensitivity and specificity are associated with particular characteristics of the revised diagnostic rubric. Rather than changes to the wording or inclusion/omission of any individual criterion, the change to a monothetic versus polythetic symptom set for the socialcommunication domain had the greatest effect. As suggested by prior work in this journal, 33 altering DSM-5 criteria to allow two of three socialcommunication criteria improves the balance of sensitivity and specificity from 0.61 and 0.95 to 0.75 and 0.85, respectively. Enacting this change and also lowering the RRB threshold to one symptom raised sensitivity to 0.91 but lowers specificity to 0.75. We see these changes as most effective in balancing sensitivity and specificity and in preserving continuity of the diagnostic construct with DSM-IV-TR, while maintaining a meaningful conceptual distinction between ASD and SCD (by virtue of the presence of at least one RRB for an ASD diagnosis). Because DSM-5 criteria are currently in draft format, pending conclusion of field trials, additional data will soon be obtained to further inform revision of the proposed criteria.
There are several additional issues raised by the transition to a novel set of diagnostic criteria. Based on the observed alterations in the composition of the autism spectrum, DSM-5 will affect the compatibility of future research with prior work. This is a known risk in development of new diagnostic rubrics, and it is particularly relevant in the present case, given the quality of research and quantity of resources invested in studies based on the current diagnostic conceptualization. Significant changes in the type of individuals meeting or failing to meet criteria render comparisons of current or historical samples with DSM-5-based samples unreliable. Although overlapping groups of individuals with ASD would be present in historical and future samples, the alteration in nomenclature prevents a straightforward mapping of samples onto one another. These issues could lead to a considerable loss of information, given the quantity of research conducted using the current diagnostic system. 6 Another obvious challenge of the proposed diagnostic taxon is incompatibility with ICD-10 criteria (and possibly criteria for ICD-11, currently in preparation), rendering it potentially unreliable in future work to compare studies conducted outside of the United States with those conducted according to the APA standards. Elimination of diagnostic subcategories may be harmful to those who have found a diagnosis important in terms of service acquisition or self-directed insight. 26 Collapsing into a spectrum eliminates the possibility of validating subtypes of ASD. 25, 34, 35 Wing and colleagues raised several other concerns with the proposed criteria themselves: non-specificity of sensory behavior, challenges in verifying onset criteria in adults, and problems applying socialcommunicative criteria in infancy. 32 There are several limitations of our study to be addressed in future research. Most importantly, our work compared historical clinical diagnosis with currently proposed criteria and thus may, in part, confound differences in diagnostic cut-offs with evolved perspectives on ASD. For example, it is possible that clinicians in the field trial issued diagnoses based on an outmoded conceptualization of PDD, as DSM-III-R was the current diagnostic model at the time. Thus, it will be vital to examine proposed criteria by field studies that concurrently collect clinical diagnoses according to DSM-IV-TR and DSM-5. Our sample of convenience was based specifically on referral for differential diagnosis of ASD and related disorders and was therefore skewed toward individuals with ASD. As these factors can influence sensitivity and specificity, it will be necessary to examine DSM-5 criteria in more balanced and community-based samples. Because we were drawing from an extant pool of checklist items, we chose the available onset criteria of 36 months. The descriptor of "early childhood" proposed in DSM-5, because it is more vague, may include a wider range of children whose difficulties manifest after age 3 years. This potential confound suggests that it may be helpful to further operationalize "early childhood" to avoid such uncertainty. In either regard, this is minimally consequential with respect to our findings, as 97% of the sample met this 36-month cut-off. In this study, we did not analyze the proportion of individuals in this sample who would have met criteria for the newly proposed diagnosis, SCD. At present, SCD, is defined purely descriptively and without formal operationalization 21 ; more concrete diagnostic criteria will be helpful in supporting field studies to establish the validity of this diagnostic construct. Despite the vagueness of the description, it is likely that a number of individuals failing to meet DSM-5 criteria for ASD will meet criteria for SCD. It is unclear whether this possibility would compensate for public health ramifications associated with a potential loss of service eligibility; because SCD is entirely new, it cannot be determined to what extent services will be accessible to individuals carrying this diagnosis. A potential problem with SCD as written is that, like PDD-NOS in DSM-IV-TR, it is a loosely defined residual diagnosis and is potentially vulnerable to the same problems encountered with PDD-NOS, such as poor interrater agreement on diagnosis, limited insight into associated phenotypic characteristics (e.g., cognitive or neuropsychological function), and disagreement on precise symptom constellation. 35 In summation, results of a reanalysis of DSM-IV field trial data indicate that proposed DSM-5 criteria will significantly alter the composition of individuals meeting criteria for an ASD. Most cognitively able individuals and individuals diagnosed with Asperger's disorder and PDD-NOS would no longer meet criteria for an ASD. This reduced sensitivity is associated with stronger specificity, with nearly all individuals carrying non-ASD clinical diagnoses being accurately excluded from the spectrum. These changes could exert detrimental effects on service eligibility and the ability of researchers to integrate information from autism research to date with that conducted under the proposed criteria. Exploratory analyses suggest that, as DSM-5 criteria are finalized, it will be critical to more thoroughly evaluate the transition to a monothetic symptom set for social-communicative symptoms; consider specifically the effects of increasing the number of RRB symptoms required for ASD threshold; and more formally operationalize diagnostic criteria for SCD to enable evaluation of the degree to which it will offset the public health ramifications of changes to ASD criteria. &
